systematically about itching. If pruritus was detected and it affected other relatives, appeared mainly at night, or was located in areas suggesting scabies, the patient was placed in cutaneous isolation, treated with an emulsion of 5% permethrin, and kept in cutaneous isolation until scabies had been definitely excluded. From that intervention on, no more cases of scabies were diagnosed either in the staff or in their families, and no further nosocomial transmission of scabies was observed.
Control of a scabies outbreak requires good disinfestation of fomites, paying special attention to beds and wheelchairs, and simultaneous treatment of all potentially affected individuals (patients and staff) in the facility and their families. 3 This may require treatment of over 500 people and expenditure of more than $20,000. Good coordination is essential. It is imperative that treatment be given to the entire group. The medications have to be distributed and all participants given careful directions regarding the importance of following the instructions completely.
Factors contributing to the persistence of epidemics include patients with unrecognized infestations because of atypical or minimally symptomatic lesions, patients with crusted (Norwegian) scabies, carriage of scabies mites by infested staff members before they have symptoms, treatment failure due to improper use of scabicides or bad compliance, and lindane failure. 4 When an epidemic proves difficult to control and scabies persists as a chronic problem over a period of months or even years, this often leads to staff demoralization. Frustration and anger are common among staff, patients, and families. An accurate information policy is very useful in allaying fears and achieving the cooperation needed to resolve the outbreak.
